I N CHILDHOOD, blood pressure (BP) levels are significantly lower than in adults. Thus, children rarely have the BP levels that in adults are predictive of future complications. No childhood population has been followed longitudinally to see the relationship of early childhood BP levels to the development of coronary heart disease, renal disease, or stroke in adult life. There is also little information that relates to the efficacy of lowering the BP of children except in those with extreme hypertension. Therefore, the predictive significance of children's BP measurements at present must be extrapolated from information that is less direct.
The importance of recognizing and treating hypertension in adults resulted in a consideration of the significance of BP measurement in children by a Task Force on Blood Pressure Control in Children, ap- pointed by the National Heart, Lung, and Blood Institute. 1 The Task Force was charged with providing guidelines for practicing physicians and health care providers involved in school health and other community programs for children.
Normal BP values in children in relation to age, maturation indices, race, and sex have been published by numerous authors.
2 " 11 Each has established a BP reference in a different manner: some with subjects seated, some recumbent, some under basal conditions, some under more anxious conditions, some in mixed racial groups, some in blacks, some in whites, some utilizing mercury sphygmomanometers, and some by using automated devices. It is therefore difficult to assess whether children's BPs vary in different geographic areas and to establish the reference BP levels for physicians investigating whether an individual child's BP is high. There is general agreement that height and weight, in addition to age, should be included in evaluating a child's BP level.
In this issue of Hypertension, Gutgesell et al. 12 present BP data derived from groups of children and emphasize the difficulty of comparisons with other studies. The authors present BP levels of black, Spanish-surname, and white children obtained in a primary care center in Houston, Texas. They found these pressures to be significantly lower than those presented by the Task Force, which were obtained in the schools of Rochester, Minnesota; Muscatine, Iowa; and in a clinic in Miami, Florida. This difference perhaps resulted from the difference in method of BP measurement: the children in the Houston clinic were seated for 30 minutes to 2 hours before being measured, while children in the schools of Muscatine, Iowa and Rochester, Minnesota had been standing in line before being seated for measurement. The Task Force realized that the levels they presented were obtained under somewhat anxious conditions and that most children, after rest, would have lower pressures. However, it was their opinion that pressures obtained under these circumstances more closely resembled many situations in clinical practice in an ambulatory setting than so-called "basal" pressure, i.e., children seated for '/i to 2 hours before measurement.
The Task Force suggested an arbitrary strategy for clinical action, in which children whose BPs were greater than the 95th percentile for age would be asked to return on at least two more occasions to have their pressures measured under quiet conditions. Only those with pressures persistently above the 95th percentile were recommended for further investigation.
For a physician to recognize children with BP levels greater than their peers, it is necessary to use a reference group for comparison and, most important, to measure the BP in these children in the same fashion as was used in the reference population. If the Task Force recommendations of utilizing a standard that is relatively high and repeated measurements of BP are taken, only a small number of children will be found to have persistently high pressures. Thus, few will be subjected to laboratory investigations. This is appropriate because only a very small number of children with secondary hypertension exist in the school age population."' "
What is the outlook for children whose BPs are persistently higher than their peers after rest? Are they a group who are destined for adult hypertension? Studies of BP tracking may prove this to be the case. However, in adults, elevated casual systolic or diastolic BPs are predictive of future coronary heart disease. Some studies of adults indicate those with transient BP elevations are likely to develop fixed high BP in later life." Thus, children with transient BP elevations may also comprise a significant group destined for adult fixed hypertension. Whether control of obesity and restriction of salt intake for children can have a salutory effect upon their future health is an open question. Since these measures are not harmful and have proved to be effective in adults with hypertension, the Task Force has recommended them for children whose BPs are suspect.
Major questions exist about the unanticipated consequences of prolonged drug administration in the developing human. Although a high incidence of serious adverse reactions has not been reported, neither has there been an adequate longitudinal evaluation of children receiving antihypertensive agents. It is not unreasonable to anticipate that drugs that influence adrenergic reactivity in the peripheral autonomic nervous system may also affect the central nervous system if they pass the blood-brain barrier and may potentially modify cognitive as well as behavioral development. Further, compounds that modify the electrolyte status and fluid composition of the body could conceivably exert long-term influence on the somatic growth of a variety of systems, as has been demonstrated in experimental models. It is for these reasons that the Task Force recommended drug therapy only for children with fixed high diastolic BP.
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